Abstract -Aims: Treatment programs are frequently confronted with the consumption of alcohol by patients during therapy. This is in conflict with the abstinence agreement upon admission, which is considered to be instrumental for positive treatment outcomes. This qualitative analysis aims, first, to identify the range of patients' causal attributions, addiction concepts and control strategies detected in the narratives of off-site consumption episodes and, secondly, to compare this inventory with the response of the therapists. Methods: A total of 42 semi-structured face-to face interviews were conducted with patients and their therapists (n = 22) from two major Swiss inpatient alcohol clinics in 2010/2011. Interviews were conducted shortly after the detection of a patient's off-premises alcohol consumption. Textual exploration and systematic coding used ATLAS.ti to identify themes, interpretative categories and prevention strategies shared by the therapists. Results: Elements of outpatient-controlled drinking programs are mirrored in the patients' lay strategies, and similarities with self-change mechanisms can be observed. The dimensionality of therapists' views of the consumption incidents-illustrated by their prevention recommendations-proves to be less differentiated than the control strategies and situational framing of the patients. Conclusions: The focus on abstinence only and the adoption of the loss-of-control concept limits therapists' ability to feed patients' reports of their drinking episodes and coping efforts into a strength-based approach including a wider range of treatment outcomes.
INTRODUCTION
Addiction treatment programs are increasingly required to ensure evidence-based practice. This can result in critical questioning of therapeutic goals, outcomes and treatment modalities (Klingemann and Bergmark, 2006; Carroll, 2012) . Research on treatment effects suffers from some basic conceptual shortcomings as Orford (2008) claims in his article on 'Asking the right questions the right way: The need for a shift in research on psychological treatments for addiction'. These include the neglect of patient-therapist relationship/ interactions and the patient's perspective; the framing of treatment similar to top-down drug prescription with a disregard to the negotiation of treatment objectives and modalities and the concentration on codified treatment techniques while screening out the everyday theories of therapists. Orford's analysis points to the necessity to analyze individual change processes of treated and non-treated populations from an interactionist perspective (Tucker, 2005; DiClemente, 2007) .
The reliance on purely quantitative methods has hampered efforts to describe the change process over time from the perspective of the various actors and to highlight the meaning attributed to their actions. A process assessment (DiClemente et al., 1994) addresses, among others, therapeutic alliance, as well as the evaluation of the treatment and treatment objectives from the patients' and therapists' views, including patient satisfaction and self-efficacy or willingness of change (Long et al., 2000) . Yet, studies including the views of both providers and patients in the same study are the exception. The qualitative examination of perspectives on reasons for leaving outpatient treatment by Laudet et al. (2009) and the study of the perception of drug treatment in Russia (Bobrova et al., 2007) are examples of an exclusive focus on the clients' interpretations and, consequently, are limited to a comparison with the formal features of the treatment program. A comparison of provider views and views of patients with a high readmission risk in the study by Raven et al. (2010) reveals perceived barriers toward optimal longterm substance use treatment unnoticed by the providers as well as discrepant views between patients and providers as to the functions of group therapy. Also, when it comes to treatment objectives, concordance between therapists' and patients' goals cannot be assumed, even though they likely represent a necessary prerequisite for positive treatment outcomes: Joosten et al. (2012) and Greener et al. (2007) point out that while clinicians focus on psychological distress, patients are much more preoccupied with their physical health (Joosten et al. 2012: 273) . Finally, most studies, even when including a consumer perspective, are mostly confined to general attitudinal constructs and self-reports, neglecting the specific situational context that is relevant to individual behaviour.
The relevance of these issues to treatment is 2-fold: first, it has been shown that the clients' perceptions influence compliance, treatment entry and outcomes (Bobrova et al., 2007) , and secondly, concordance between the treatment goals and the expectations of patients and clinicians influences the treatment process positively. In other words, perspectives matter in these settings (Vervaeke et al., 1997) .
Adopting a qualitative approach, the study presented here explores the dual perspectives, concerning clients who during the treatment process breached the temporary abstinence agreement, which was regarded as a 'critical incident'. A comparison of perspectives is assured by collecting independently detailed accounts-situation-centred and related to a recent experience-from the patient and his/her therapist shortly after alcohol consumption has been detected. More specifically, the study provides (we believe for the first time) data on (a) the dimensionality and interpretations of the specific situations in which the consumption incident during therapy occurred from the consumer/client perspective; (b) the description of coping and control strategies during their off-premises weekend drinking episodes reported by patients and (c) therapists' response in terms of professional advice for coping by addressing questions such as, 'how much are patients' control efforts matched by therapeutic advice?'
MATERIALS AND METHODS

Study sites
The Südhang clinic (www.suedhang.ch) and the Forel clinic (www.forel-klinik.ch) are the two largest inpatient alcohol treatment programs in Switzerland, with 66 and 96 beds in 2010. They are representative of the specialized inpatient alcohol treatment sector in Switzerland, providing 46% of all admission in this sector. The Forel clinic and the Südhang clinic both require a pledge for abstinence during therapy: upon admission to the program, patients agree not to consume any addictive substances (except for nicotine) during their stay and accept checks such as urine and breathalyzer tests (e.g. when leaving and re-entering the clinic premises during weekend leaves) and room searches. In 2010, the two clinics included in this study reported that 30% (Südhang) and 44% (Forel) (Delgrande, 2011a, b) of the patients, respectively, had at least one consumption incident. These relapse rates, however, are based on self-reports at the discharge interview and include also single or multiple incidents that were not discovered.
Data collection
Interviews with open-ended questions were conducted on a voluntary basis, requiring written consent, with the following groups in both clinics (a) Interviews (duration~45 min) with all patients who provided voluntarily a self-report of a consumption incident during therapy within 2 weeks following the incident. (b) Interviews with all patients who showed positive test results during checks. (c) Only patients whose consumption incident was their first one were included. The exclusion criteria were 'acute psychiatric symptoms (e.g. psychosis)', 'cognitive deficits', 'insufficient language skills' and 'consumption incident within the clinic'. (d) Interviews with the therapists in charge of their case.
Conducting the interviews not later than~2 weeks after the incident ( patients: mean 15 days; therapists: mean 18 days, after consumption incident), on the one hand, guarantees individual accounts relatively close to the situation of consumption and, on the other, takes a potential therapeutic response to the incident into consideration, which is part of the patient interview. The respondents were briefed in writing about the objectives of the study, both when invited and during the time of the interview, and were asked for permission for the interview to be tape-recorded. Assurance of anonymity and use of the data only for research purposes were given; the participants did not receive any incentives. The interviews were conducted in the research offices of the clinic, by trained psychologists with interview experience. The opening question was the cue for a detailed free account of the consumption incident and interviewers were instructed to encourage and support the narrative in a non-directive way as long as possible, only asking for the explanation of general/vague terms used. During the narrative, interviewers kept track of the number of subtopics that had been spontaneously mentioned and described (e.g. what kind of, where, when, and in which social context exactly was alcohol consumed and how was alcohol available; attributed reason for consumption, strategies to influence/control consumption and mood). The interviewers subsequently probed for aspects not mentioned with additional questions.
Qualitative data analysis
The analysis presented here is based on the exploration of the text material and the analysis of the therapists' recommendations of possible control strategies/prevention measures as specific aspect of reactions following the recording of the incident. Two investigators (trained sociologist and a clinical psychologist) separately coded each patient and therapist transcript. The interpretation of the material follows an inductive exploration of the text material by a staged coding process that groups specific codes of similar content to concepts which, following the principles of grounded theory (Strauss, 1987; Glaser, 1992; Charmaz, 2006) , eventually enables the emergence of more general theoretical constructs. In addition, we applied the elements of conventional content analysis, that is, the use of a tentative coding scheme while maintaining openness to unexpected and new dimensions. We conducted data analysis using the ATLAS.ti program, a tool that allows the user to locate the code and annotate findings in the primary data material. Reliability of the coding process has been ensured through the independent coding of the material and the subsequent discussions of possible discrepancies using the Coding Analysis Toolkit CAT.
Sample descriptives Patients
The analysis is based on transcriptions of 23 interviews from the Südhang clinic and 19 from the Forel clinic collected from November 2009 to November 2010. All patients fulfilling the inclusion criteria (see Data collection): 25 patients of the Südhang clinic and 48 patients of the Forel clinic were asked to participate in the study. All but two patients (due to acute psychological problems; insufficient language skills) of the Südhang clinic granted an interview; 19 forel patients could be interviewed (additional three patients also agreed but dropped out of therapy before the interview), whereas 26 decided not to participate or did not respond to the interview invitation. Of these cases, n = 16 explicitly did not wish to talk about their consumption incidence. Thus, 59% (n = 42) of the target group fulfilling the admission criteria participated in the study. The profile of the study groups roughly mirrors sociodemographic and alcohol-related characteristics of the total client load of the two study sites: 71% of the patients in the sample (n = 42) are male (67% of the total admissions 2010); 43% single (vs. 38%) and 86% have Swiss nationality (vs. 80%). The AUDIT scores and treatment goal preferences are equally comparable (see Table 1 ). The description of the patient sample is based on data from the Swiss National Monitoring exercise (Act-info). The makeup of the study group thus provides a broad range of life perspectives as a basis for the qualitative interviews. Table 1 (bottom) furthermore shows that 36% of the consumption incidents, which are the focus of the interviews, can be classified as lapses being more or less compatible with general drinking guidelines (not >3-4 standard drinks); 45% of the study group reported severe consumption incidents (≥9 standard drinks). Finally, even though almost all the patients have had previous treatment experience with abstinence-oriented programs,~40% of the patients declared to pursue other treatment objectives aside from total abstinence upon admission.
Therapists
Background information on the therapists in the study showed that 68% were psychologists, 23% social workers and education welfare workers ['Sozialpädagogen'] ) and two were social work trainees. They reported varying time of experience in the addiction field (mean 82 months) and in the clinic (mean 42 months).
RESULTS
Patients' perception of their last consumption episode Causal attributions and addiction concepts From the description of the consumption incidents, some concepts emerge about the nature and images of addiction and how 'alcohol works'. On a formal/semantic level, these concepts are first linked to technical terms on addiction. This mirrors possibly the considerable treatment experience in abstinence-oriented programs of almost all patients in the study group (see Table 1 ), where a reframing of one's problem took place (Klingemann, 2011) . Secondly, addiction concepts are highlighted by the use of metaphors.
The technical terms adopted refer not only to alcoholrelated individual states (craving; drinking compulsion) but also to processes (accumulating addiction pressure) and drinking typologies (binge drinker; hedonist person).
Technical terms such as 'risk potential' and 'getting addicted, hooked' are also diffused in therapeutic group settings by other patients as the following example shows: 'They, I mean the other patients, not the therapist, put a lot on pressure on me and showed me what the problem behind it really is. After that I had to revise my views and agree when they talk about the risk potential and that one drink per week can lead to two the following week and then three until you get addicted again. I did not realize before what one beer can trigger'.
However, the offer to reframe one's problem in therapeutic terms according to the disease concept was also refused by patients:
'There are some who are very addicted and had a very high consumption with physical harm, possibly also in the brain. But as to myself this is not the case … I had to fight quite some time and claim that I don't have an addict brain but that this a brain function which everybody has until finally the therapist agreed… but before it sounded as if we all are basically sick and only so-called normal people are able to have a glass of beer or wine in the evening… as if with these normal people the pleasure to drink would not play a role; whereas we would be involved again immediately because of a disease. And I told myself, no this cannot be the case'. The metaphors used are only, to some extent, different forms of expression of professional concepts. The comparison with a magnetic force could be linked to the idea of 'loss of control', whereas the idea of building up to a breaking point of risk could be a more genuine lay concept of its own: 'When I saw my favourite bar I was attracted 'like by a magnet''. Terms as 'sudden rising of a curtain' and 'electric short circuit' emphasize the perceived unpredictability of addictive behaviours. A general characterization of the antecedents of the drinking episode concerns the time dimension and ideas of a sudden, automatic vs. a gradually evolving foreseeable event. The former time concept is compatible with a loss of control model and the perceived inability to plan.
'One could actually think that weekends follow certain regularities, but in this case, things simply happened which surprised me completely and could not be foreseen by me'.
Explanations of the reasons for the consumption episode include combinations of psychological and social causal attributions such as stress and social conflict, partially evoked by the therapeutic process:
'At present I feel considerable pressure from psychotherapy. Getting to terms with myself and recognizing some patterns create an enormous pressure during some days'.
A socio-pharmacological framing of the consumption situation is suggested as a subcategory by attributing a causal role to prescription drugs, cigarettes and illicit drugs: 'I told myself before I consume cocaine I will go and buy some beer to calm me down. It is always stressful when you buy cocaine […]'. Environmental factors and the easy access to alcohol combined with the 'automatic temporal mode' discussed above represent an additional dimension of the interpretation of the situation: 'I made a decision only when I got off and saw that the pub was open […] and that everything was automatic and my brain shut off […]'. These causal attributions do not only follow the idea that 'evil creates evil' but emphasize also positive risk factors. More specifically, celebrating success-also in the therapeutic process-is linked with the consumption episode. The following example shows the marking of a positive life event which 'does not sit well' with the absolute abstinence agreement during therapy: 'I could not believe that the house is ours now, only possibly through the heritage; we could not have paid for the house. It felt like dreaming. And then I went to the shop and bought two little bottles of white wine and thought this is part of it, feelings of happiness, I earned it and patted myself on the shoulders'.
Finally, apart from positive and negative social and psychological attribution processes, the category of 'ignorance of causality and unwillingness to attribute causality' emerges. Neither professional nor lay interpretations seem to be meaningful in this context. 'I cannot really explain how this came about. Everything was rather normal. I had a good feeling as before. At the class meeting the colleagues were already drinking when I arrived and somehow the drinking came with the mood in this situation. But the reason why, I cannot pinpoint down. ' This contrasts with the pressure to find and present reasons in the therapeutic setting: 'OK, now you have to explain to the group what happened […] I kept searching my mind, what do you want to tell them? You cannot really designate a trigger. I am unable to say it was this or that'. Table 2 summarizes the themes that emerged from the patients' narrative when framing the consumption incident. As the qualitative analysis presented here focuses on the development of a typology, the 'frequency' with which the themes occur in the individual narratives is of no importance Control strategies and coping Although the notion of loss of control is also referred to in the accounts of the drinking episodes, a number of competing interpretations emerge from the analysis. First, the rejection of control and of simply not wanting to control alcohol consumption can be observed. 'I have given up my fight the withdrawal and another side of me had taken over which wants the addiction, the substance, at this moment I did not want anybody to take the addiction away from me. I did not want to!' Secondly, the accounts show a broad range of control attempts and control strategies preceding and during the drinking incident, resembling key elements of professional controlled drinking programs implemented in the outpatient sector (e.g. Koerkel, 2002) . These include:
(a) The establishment of a drinking plan specifying the timing and pattern of consumption. Specific features are the idea of alternating consumption between alcoholic and non-alcoholic beverages, the choice of the type of drink and limiting the quantity: 'Sunday I just felt like drinking a beer and I went alone to a pub. First I had ice tea and then a tall beer. I stayed in the pub and had another ice tea. This way I kept the conditions which I had set up for myself before […]' (b) Furthermore, consumption is controlled in specific situations classified as sensitive: (c) Postponing consumption in withdrawal situations is equally mentioned: 'When I came home I put the bottle away and first baked the cake'. (d) Self-monitoring of behaviour and effects is another core element of controlled drinking programs, which also shows up in the narratives of the patients. 'I wrote it down why and for which reason and why everything I understand about it was of no use this time. I thought the whole thing was plausible for me but then it happened anyway'. (e) Strategies of self-exposure are also tried as selfexperiments: 'first, I had an alcohol-free beer which tasted a bit sweet and then I bought a real beer in the restaurant. And I thought to myself: what will one glass do to me? Because I don't remember the last time when I had one glass only. After all, it was a good thing for me to drink only this one bottle because I realized that it has no effect on me. (g) Organizing social support is described as reducing social pressure to drink by redefining potentially wet settings or seeking 'dry company': 'The men at the celebration went traditionally bowling and would drink a glass of beer but not more because this is simply part of bowling. Yet, this is no problem for me.
We talked about it before and they respected my decision not to drink because they knew my situation'.
'I knew that the only possibility for me during the weekend would be to meet a good friend who does not drink and knows about my addiction problems … but I could not reach him and got more and more nervous … first I could postpone consumption…. but Saturday when he never pitched up, I cracked and bought 7 cans of beer'.
(h) Psychological assessment of pros and cons. Natural recovery research has identified decisional balancing on quitting or continuing consumption as a core process (Klingemann et al., 2010) . The narratives show similar patterns and dimensions in terms of using positive successful control episodes in the past to foster self-efficacy and to compare them with unsuccessful attempts: 'A week ago I had been at a wedding party and nothing to drink. We were together Saturday and Sunday and had a good time and I did not drink at all. And you would think that this is much more difficult than at a class reunion. I had to think why it worked then and not now for me and have not yet come to a conclusion'. (i) Diversion strategies have also been highlighted by self-change studies and emerge also as a relevant category in the patients' narrative: 'As I wrote in my report [to the therapist], work is a diversion for me. Work or computer games or sport in the fitness studio', Table 3 .
Therapists' views and strategies Asked whether any specific suggestions following the incident had been made ('Have you made any concrete suggestions and outlined specific help to avoid another episode like this?'), therapists refer first to more general statements that partially reiterate the demand for abstinence based on the disease concept. 'With him it is a process. There is no concrete suggestion. For him it is a clear case, he is abstinent. This is his fourth consumption incident since 1 March. The question is rather that he should not blame himself when he consumes but accept that he has a handicap, which is again and again something which burdens him more or less. This is the focus of the work with him'. The concept of making a plan (e.g. for the weekend) appears equally non-specific and-given the abstinence norm-excludes specific moderation strategies related to quantity and drinking pattern. ' […] or that he organizes things differently which can become dangerous for him'.
Besides general suggestions to talk about the problems with significant others, seeking therapeutic assistance as a social support strategy emerges. Except for the suggestion to call the clinic in critical situations, therapeutic support again is phrased in rather general terms and not tailored to specific situations. 'Let me think what we agreed upon. Hmmm…he has been followed by a different therapist now. But I know that we said that particularly in situations with conflicts in relationships we both should be very attentive. He should then tell me that and really watch out for this, because it proved to be a trigger always in his previous relationship'.
The manipulation of access is conceptualized in terms of protection and non-exposure or the avoidance of drinking cues: 'Well, I knew before this happened that he has wine in his cellar but I could not motivate him to remove it. The consumption incident now made him remove the wine during the weekend. This is a result of my earlier efforts'.
The non-specificity of the strategies mentioned above contrasts with the elaborate and differentiated prevention suggestions of therapists related to self-monitoring and influencing the individual's body and mental state: 'Another strategy here in the clinic is the progressive muscle relaxation training which he practised. Unfortunately, we also did some autogenic training only at the end of the therapy, which goes one step further with muscle relaxation but also mentally.
[…] he should write his feelings down when they are strong. …And that he should write that down not only in a difficult situation or at relapse but also in everyday life with small things which might turn out to be dangerous […] '.
Finally, the problem specificity and the alcohol-relatedness of strategies represent another dimension of the therapeutic view and may lead to potential conflicts with the patient. 'The patient said from the very beginning that she came into the clinic to learn how to relax and that she had read in the clinic flyer that we offer autogenic training. From that time on she talked only about autogenic training. Alcohol never was a topic. So after a while I had to tell her that she was here for something else. That was one thing and the other thing I had to teach her was that her life will not be without any tensions and that it consequently will be useless to relax when dealing with alcohol'. The highlighting of control strategies by the patients compared with their therapists happens on different levels and refers to different time frames: while the patients report very concretely how they were trying to control their behavior in specific drinking situtations, the therapists focus on more general strategies to gain control over situations and mental states preceding consumption. Table 4 offers an overview of the dimensionality of therapists' everyday views on how to prevent lapses and relapses.
DISCUSSION
The analysis presented here looks into the black box of treatment. Based on the narratives of patients who had alcohol on their checks or provided self-reports, and their therapists, an inventory of the subjective dimensionality of the deviant situation of consumption emerges from the accounts. The clinics pursue and try to enforce abstinence during treatment, and patients formally agree upon admission to respect total abstinence while in treatment. However, some patients do not comply with this rule and do not apply it to the world outside the clinic either by practicing without any restraint old drinking patterns when on leave or by trying and testing a wide range of informal control strategies that resemble techniques of controlled drinking outpatient programs and self-change strategies among non-treated populations. Both are embedded in everyday images of addiction, including loss of control, social and psychological correlates, 'free will' (Vohs and Baumester, 2009) , and rejection of control. These control attempts have been at least partially successful, if evaluated in terms of moderate consumption: 11 out of 42 patients reported ≤2 standard drinks and a further 6 patients reported 3 or 4 standard drinks. This finding is in line with studies showing that patients tend to pursue individual treatment objectives regardless of the specific treatment modality (Foy et al., 1984; Sanchez-Craig et al., 1984; Sobell and Sobell, 1995) . Do patients' concepts and strategies simply reflect advice and help received by therapists regardless of the intended outcome? The recommendations of the therapists following these incidents appear to be less elaborate than the control strategies and interpretations of the patients. Limited by the program policy to support only abstinence, at least during therapy, suggestions are related either to the antecedents or to the 'aftermath' of any type of alcohol consumption disregarding the process and anatomy of the specific characteristics of the drinking episode. Avoidance strategies and rather non-specific suggestions are highlighted on the one side and much more elaborate individualized selfmonitoring strategies on the other. Finally, official schemes of relapse prevention-with the exception of calling the clinic in a risk situation-are mentioned neither by the therapists nor by the patients and are partially administered shortly before discharge.
The limitations of the study include the lack of data from a subgroup of patients who did comply with the abstinence agreement and patients who did not comply but avoided checks successfully and failed to report the consumption. Also, given that they have discussed it with their therapist, a potential bias in the patients' recollection of their thought process-particularly concerning the causal attributions-cannot be empirically assessed. Furthermore, it is an open question whether patients among the 41% non-participants possibly are more opposed to checks and abstinence and would have produced less differentiated concepts for their drinking.
The range of themes emerging from this qualitative study could inform approaches that have focused on objective sources of social pressure or formal legal categories only, when studying coercion in addiction treatment, and have failed to take the consumer perspective into account (Wild et al., 2006; Schaub et al., 2010 Schaub et al., , 2011 . A better understanding of the diversity of clients' interpretations and response will shed light on the change process. The qualitative explorations of various aspects of the treatment process could also help treatment providers and raise awareness about the complementarity of lay strategies and professional concepts as provided by the example of self-monitoring (Vohs and Baumester, 2009 ). This could feed into a therapeutic dialog of mutual interest (Joosten et al. 2011) . Receiving information on change and control strategies from the patient, however, requires a climate of trust and openness. Focusing on only abstinence during therapy clashes with the mutual recognition of a broad scope of legitimate outcomes/treatment objectives. More specifically, even though survey data show also a relatively high acceptance of controlled drinking as a treatment objective in the Swiss inpatient treatment sector, no controlled drinking programs are offered so far by Swiss inpatient clinics (Klingemann and Rosenberg, 2009) . The results of the study presented here question, furthermore, the usefulness and feasibility of an organizational culture oriented toward total abstinence only and suggest the constructive use of the individual potential for change surfacing during the treatment process.
